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GENERAL INFORMATION

Name of Plan:

West Chester Area School District Vision Plan

Name, Address and Phone Number of Employer/Plan Sponsor:
West Chester Area School District

829 Paoli Pike

West Chester, PA 19380

484-266-1000

Type of Administration:

Contract administration: The processing of claims for benefits under the terms of the Plan is provided through a
company contracted by the employer and shall hereinafter be referred to as the claims processor.

Name, Address and Phone Number of Plan Administrator, Fiduciary, and Agent for Service of Legal Process:
West Chester Area School District

829 Paoli Pike

West Chester, PA 19380

484-266-1000

Legal process may be served upon the plan administrator.

Union Plans:

This Plan is established in accordance with a collective bargaining agreement. Employees have a right to obtain a
copy of the collective bargaining agreement. A written request for such copy should be submitted to the plan
administrator. The collective bargaining agreement is available for examination in the plan administrator's office.

Procedures for Filing Claims:

For detailed information on how to submit a claim for benefits, or how to file an appeal on a processed claim, refer
to the section entitled, Vision Claim Filing Procedure.

The designated claims processor is:
CoreSource, Inc.

P. O. Box 2920
Clinton, 1A 52733-2920



SCHEDULE OF BENEFITS

The following Schedule of Benefits is designed as a quick reference. For complete provisions of the Plan's benefits,
refer to the following sections: Vision Claim Filing Procedure, Vision Expense Benefit and Plan Exclusions.

Vision Benefits for Class I, 111 and IV Employees

Vision Examination

Children to age 19 1 per year

Adults 1 every two (2) years
Lenses (Per Pair) $100 maximum per person
Limited to one (1) pair every two (2) years every two (2) years
Frames $100 maximum per person
Limited to one (1) pair every two (2) years every two (2) years

Contacts (Per Pair)
Limited to one (1) pair every two (2) years

Criteria | $200 maximum per person
every two (2) years.

Benefits are provided for one
(1) pair as an alternative to
glasses when visual acuity
cannot be corrected to 20/70 in
the better eye with conventional
lenses, contacts are required
following cataract surgery or
contacts are prescribed as
treatment of Keratoconus or
Anisometropia.

Criteria $100 maximum per person
every two (2) years.

Benefits are provided for one
(1) pair as an alternative to
glasses

Refer to Vision Expense Benefit for complete details.






Vision Benefits for Class 11, V and VI Employees

Vision Examination
Children to age 19

Adults

1 per year

1 every two (2) years

Lenses (Per Pair)
Limited to one (1) pair every two (2) years

$200 maximum per person
every two (2) years

Frames
Limited to one (1) pair every two (2) years

$200 maximum per person
every two (2) years

Contacts (Per Pair)
Limited to one (1) pair every two (2) years

Criteria |

Criteria Il

$200 maximum per person
every two (2) years.

Benefits are provided for one
(1) pair as an alternative to
glasses when visual acuity
cannot be corrected to 20/70 in
the better eye with conventional
lenses, contacts are required
following cataract surgery or
contacts are prescribed as
treatment of Keratoconus or
Anisometropia.

$200 maximum per person
every two (2) years.

Benefits are provided for one
(1) pair as an alternative to
glasses

Refer to Vision Expense Benefit for complete details.




VISION EXPENSE BENEFIT

Vision benefits will be paid for the charges for covered vision expenses for covered persons as shown on the
Schedule of Benefits. The benefits will apply when charges are incurred for vision care by a legally licensed
physician or professional provider.

ABOUT VISION BENEFITS

All benefits provided under this Plan must satisfy some basic conditions. The following conditions are commonly
included in vision benefit plans but are often overlooked or misunderstood.

Health Care Providers

The Plan provides benefits only for covered services rendered by a professional provider as that term is
defined in the Definitions section.

Benefit Year

The word year, as used in this document, refers to the benefit year which is the twelve (12) month period
beginning January 1 and ending December 31. All annual benefit maximums and deductibles accumulate
during the benefit year.

BENEFIT MAXIMUMS

Total payments for each covered person are limited to certain maximum benefit amounts. A benefit maximum can
apply to specific benefit categories or to all benefits. A benefit maximum amount also applies to a specific time
period and usually has frequency limits.

The benefit maximum amounts and frequency limitations are shown on the Schedule of Benefits.

COVERED VISION EXPENSE

When all of the provisions of this Plan are satisfied, the Plan will provide benefits as outlined on the Schedule of
Benefits for expenses considered covered vision benefits listed in this section. This list is intended to give a general
description of expenses for services and supplies covered by the Plan. There may be services in addition to those
listed below which are covered by the Plan.

1. Vision examinations by a professional provider, limited to one (1) per year for eligible children to age
nineteen (19) and one (1) every two (2) years for eligible adults. Benefits include: case history, visual
acuity (clearness of vision), external examination and measurement, interior examination with
ophthalmoscope, pupillary reflexes and eye movements, retinoscopy (shadow test), subjective refraction,
coordination measure (far and near), medicating agents for diagnostic purposes, and analysis of findings
with recommendations and prescription if required.

2. Diagnostic services for suspected disease of the eye.

3. Tonometry (glaucoma test) in connection with a vision examination.

4. Glass or plastic lenses when prescribed by a professional provider, limited to one (1) pair every two (2)
years.



Frames to hold prescribed lenses, limited to one (1) pair every two (2) years.

Contact lenses as an elective alternative to conventional lenses, limited to one (1) pair every two (2) years.
Payment will be limited to the amount indicated on the Schedule of Benefits for single vision lenses and
frames.

Contact lenses instead of conventional lenses when a covered person is being treated by a physician for a
condition for severe corneal astigmatism or scarring, or keratoconus and aphakia which cannot be corrected
to at least 20/40, limited to one (1) pair every two (2) years

Lenses and/or frames ordered while covered and delivered with in thirty (30) days from the date coverage
terminated.

Prescription sunglasses.



PLAN EXCLUSIONS

The Plan will not provide benefits for any of the items listed in this section, regardless of medical necessity or
recommendation of a physician or professional provider.

1.

10.

11.

12.

Charges for services, treatment or supplies furnished by the United States government or any agency
thereof or any government outside the United States, unless payment is legally required.

Charges for an injury sustained or illness contracted while on active duty in military service, unless
payment is legally required.

Charges for services, treatment or supplies for treatment of illness or injury which is caused by or
attributed to by war or any act of war, participation in a riot, civil disobedience or insurrection. "War"
means declared or undeclared war, whether civil or international, or any substantial armed conflict between
organized forces of a military nature.

Any condition for which benefits of any nature are payable or are found to be eligible, either by
adjudication or settlement, under any Workers’ Compensation law, Employer's liability law, or
occupational disease law, even though the covered person fails to claim rights to such benefits or fails to
enroll or purchase such coverage.

Charges in connection with any illness or injury arising out of or in the course of any employment intended
for wage or profit, including self-employment.

Charges made for services, supplies and treatment which are not recommended and approved by the
professional provider.

Charges in connection with any illness or injury of the covered person resulting from or occurring during
commission or attempted commission of a criminal battery or felony by the covered person.

To the extent that payment under this Plan is prohibited by any law of any jurisdiction in which the
covered person resides at the time the expense is incurred.

Charges for services rendered and/or supplies received prior to the effective date or after the termination
date of a person's coverage. However, if lenses and/or frames were ordered while covered and delivered
within thirty (30) days from the date coverage terminated, the services will be eligible for consideration
under the Plan.

Any services, supplies or treatment for which the covered person is not legally required to pay; or for
which no charge would usually be made; or for which such charge, if made, would not usually be collected
if no coverage existed; or to the extent the charge for the care exceeds the charge that would have been
made and collected if no coverage existed.

Charges for services, supplies or treatment rendered by any individual who is a close relative of the
covered person or who resides in the same household as the covered person.

Charges for services, supplies or treatment rendered by physicians or professional providers beyond the
scope of their license; for any treatment or service which is not recommended by or performed by an
appropriate professional provider.



13.

14,

15.

22.

23.

24.

25.

26.

217.

Charges for illnesses or injuries suffered by a covered person due to the action or inaction of any party if
the covered person fails to provide information as specified in the section Subrogation/Reimbursement.

Claims not submitted within the Plan's filing limit deadlines as specified in the section Vision Claim Filing
Procedure.

Charges for telephone or e-mail consultations, completion of claim forms, charges associated with missed
appointments.

Vision examinations required by the employer as a condition of employment or which the employer is
required to provide in compliance with a labor agreement, state or federal statute.

Replacing lenses or frames which have been lost, stolen or broken.
Laminating, tinting or coating of lenses, safety lenses, or goggles.
Medical or surgical care of the eye.

Any lenses not prescribed by a legally licensed physician or optometrist.

Drugs or medications not used for the purpose of examination or tomometry.



ELIGIBILITY, ENROLLMENT AND
EFFECTIVE DATE

This section identifies the Plan's requirements for a person to participate in the Plan.

EMPLOYEE ELIGIBILITY

All regular employees of West Chester Area School District are eligible to participate in this plan if they are a Class
I, Class 11, Class 111, Class 1V, Class V or Class VI employee.

EMPLOYEE ENROLLMENT

An employee must file a written application (or electronic, if applicable) with the employer for coverage hereunder
for himself within thirty-one (31) days of becoming eligible for coverage. The employee shall have the
responsibility of timely forwarding to the employer all applications for enroliment hereunder.

EMPLOYEE(S) EFFECTIVE DATE

Eligible employees, as described in Employee Eligibility, are eligible to begin participation in the Plan on the first of
the month following three (3) full working months of active employment, provided the employee has enrolled for
coverage as described in Employee Enrollment, except as indicated below.

A Class | long-term, substitute employee is eligible to begin participation on the first of the month following three
(3) full working months of active employment if the employee is scheduled to work during the month in which they
become eligible.

A Class VI employee is eligible to participate with no waiting period.

DEPENDENT(S) ELIGIBILITY

The following describes dependent eligibility requirements. The employer will require proof of dependent status.
1. The term "spouse™ means the spouse of the employee as defined by applicable state law.

2. The term "child" means the employee's natural child, stepchild, legally adopted child, dependent grandchild
and a child for whom the employee or covered spouse has been appointed legal guardian, provided the
child is less than twenty-six (26) years of age.

3. An eligible child shall also include any other child of an employee or their spouse who is recognized in a
Qualified Medical Child Support Order (QMCSO) or National Medical Support Notice (NMSN) which has
been issued by any court judgment, decree, or order as being entitled to enrollment for coverage under this
Plan, even if the child is not residing in the employee’s household. Such child shall be referred to as an
alternate recipient. An application for enrollment must be submitted to the employer for coverage under
this Plan. The employer/plan administrator shall establish written procedures for determining whether a
medical child support order is a QMCSO or NMSN and for administering the provision of benefits under
the Plan pursuant to a valid QMCSO or NMSN.

The employer/plan administrator reserves the right, waivable at its discretion, to seek clarification with
respect to the order from the court or administrative agency which issued the order, up to and including the
right to seek a hearing before the court or agency.

9



4. Adopted children, who are less than 18 years of age at the time of adoption, shall be considered eligible
from the date the child is placed for adoption.

5. A child who is unmarried, incapable of self-sustaining employment, and dependent upon the employee for
support due to a mental and/or physical disability, and who was covered under the Plan prior to reaching
the maximum age limit or due to other loss of dependent’s eligibility and who lives with the employee, will
remain eligible for coverage under this Plan beyond the date coverage would otherwise be lost.

Proof of incapacitation must be provided within thirty-one (31) days of the child's loss of eligibility and
thereafter as requested by the employer or claims processor, but not more than once every two (2) years.
Eligibility may not be continued beyond the earliest of the following:

a. Cessation of the mental and/or physical disability;
b. Failure to furnish any required proof of mental and/or physical disability or to submit to any
required examination.

Every eligible employee may enroll eligible dependents. However, if both the hushand and wife are employees,
each individual may be covered as an employee. An employee cannot be covered as an employee and a dependent.
Eligible children may be enrolled as dependents of one spouse, but not both.

DEPENDENT ENROLLMENT

An employee must file a written application (or electronic, if applicable) with the employer for coverage hereunder
for his eligible dependents within thirty-one (31) days of becoming eligible for coverage; and within thirty-one (31)
days of marriage or the acquiring of children or birth of a child. The employee shall have the responsibility of
timely forwarding to the employer all applications for enrollment hereunder.

DEPENDENT(S) EFFECTIVE DATE

Eligible dependent(s), as described in Dependent(s) Eligibility, will become covered under the Plan on the later of
the dates listed below, provided the employee has enrolled them in the Plan within thirty-one (31) days of meeting
the Plan's eligibility requirements and any required contributions are made.

1. The date the employee's coverage becomes effective.

2. The date the dependent is acquired, provided the employee has applied for dependent coverage within
thirty-one (31) days of the date acquired.

3. Newborn children shall be covered from birth, provided the employee has applied for dependent coverage
within thirty-one (31) days of birth.

4. Coverage for a newly adopted or to be adopted child shall be effective on the date the child is placed for

adoption, provided the employee has applied for dependent coverage within thirty-one (31) days of the
date child is placed for adoption.

OPEN ENROLLMENT

Open enrollment is the period designated by the employer during which the employee may enroll himself and his
eligible dependents in the Plan if he did not do so when first eligible. An open enrollment will be permitted once in
each calendar year during the month of April with July 1 being the effective date of coverage.

10



TERMINATION OF COVERAGE

Except as provided in the Plan's Continuation of Coverage (COBRA) provision, coverage will terminate on the
earliest of the following dates:

TERMINATION OF EMPLOYEE COVERAGE

1. The date the employer terminates the Plan and offers no other group health plan.

2. The last day of the month in which the employee ceases to meet the eligibility requirements of the Plan.

3. The last day of the month in which employment terminates, as defined by the employer's personnel
policies.

4. The date the employee becomes a full-time, active member of the armed forces of any country.

5. The date the employee participates in a strike or work stoppage.

6. The date the employee ceases to make any required contributions.

TERMINATION OF DEPENDENT(S) COVERAGE

1. The date the employer terminates the Plan and offers no other group health plan.

2. The date the employee's coverage terminates.

3. The date such person ceases to meet the eligibility requirements of the Plan.

4, The date the employee ceases to make any required contributions on the dependent's behalf.

5. The date the dependent becomes a full-time, active member of the armed forces of any country.
6. The date the Plan discontinues dependent coverage for any and all dependents.

FAMILY AND MEDICAL LEAVE ACT (FMLA)

Eligible Leave

An employee who is eligible for unpaid leave and benefits under the terms of the Family and Medical Leave Act of
1993 (FMLA), as amended, has the right to continue coverage under this Plan for up to twelve (12) weeks (twenty-
six (26) weeks in certain circumstances). Employees should contact the employer to determine whether they are
eligible under FMLA.

Contributions

During this leave, the employer will continue to pay the same portion of the employee's contribution for the Plan.
The employee shall be responsible to continue payment for eligible dependent's coverage and any remaining
employee contributions. If the covered employee fails to make the required contribution during a FMLA leave
within thirty (30) days after the date the contribution was due, the coverage will terminate effective on the date the
contribution was due.

11



Reinstatement

If coverage under the Plan was terminated during an approved FMLA leave, and the employee returns to active
work immediately upon completion of that leave, Plan coverage will be reinstated on the date the employee returns
to active work as if coverage had not terminated, provided the employee makes any necessary contributions and
enrolls for coverage within thirty-one (31) days of his return to active work.

Repayment Requirement
The employer may require employees who fail to return from a leave under FMLA to repay any contributions paid
by the employer on the employee's behalf during an unpaid leave. This repayment will be required only if the

employee's failure to return from such leave is not related to a "serious health condition," as defined in FMLA, or
events beyond the employee’s control.

12



CONTINUATION OF COVERAGE

In order to comply with federal regulations, this Plan includes a continuation of coverage option for certain
individuals whose coverage would otherwise terminate. The following is intended to comply with the Public Health
Services Act. This continuation of coverage may be commonly referred to as "COBRA coverage" or "continuation
coverage."

The coverage which may be continued under this provision consists of health coverage. It does not include life
insurance benefits, accidental death and dismemberment benefits, or income replacement benefits. Health coverage
includes vision benefits as provided under the Plan.

QUALIFYING EVENTS

Qualifying events are any one of the following events that would cause a covered person to lose coverage under this
Plan or cause an increase in required contributions, even if such loss of coverage or increase in required
contributions does not take effect immediately, and allow such person to continue coverage beyond the date
described in Termination of Coverage:

1. Death of the employee.

2. The employee's termination of employment (other than termination for gross misconduct), or reduction in
work hours to less than the minimum required for coverage under the Plan. This event is referred to below
as an "18-Month Qualifying Event."”

3. Divorce or legal separation from the employee.

4. The employee’s entitlement to Medicare benefits under Title XVIII of the Social Security Act, if it results
in the loss of coverage under this Plan.

5. A dependent child no longer meets the eligibility requirements of the Plan.

6. The last day of leave under the Family and Medical Leave Act of 1993, or an earlier date on which the

employee informs the employer that he or she will not be returning to work.

7. The call-up of an employee reservist to active duty.

NOTIFICATION REQUIREMENTS

1. When eligibility for continuation of coverage results from a spouse being divorced or legally separated
from a covered employee, or a child's loss of dependent status, the employee or dependent must submit a
completed Qualifying Event Notification form to the plan administrator (or its designee) within sixty (60)
days of the latest of:

a. The date of the event;
b. The date on which coverage under this Plan is or would be lost as a result of that event; or
c. The date on which the employee or dependent is furnished with a copy of this Plan Document and

Summary Plan Description.

A copy of the Qualifying Event Notification form is available from the plan administrator (or its
designee). In addition, the employee or dependent may be required to promptly provide any supporting
documentation as may be reasonably requested for purposes of verification. Failure to provide such notice
and any requested supporting documentation will result in the person forfeiting their rights to continuation
of coverage under this provision.

13



Within fourteen (14) days of the receipt of a properly completed Qualifying Event Notification, the plan
administrator (or its designee) will notify the employee or dependent of his rights to continuation of
coverage, and what process is required to elect continuation of coverage. This notice is referred to below
as "Election Notice."

When eligibility for continuation coverage results from any qualifying event under this Plan other than the
ones described in Paragraph 1 above, the plan administrator (or its designee) will furnish an Election
Notice to the employee or dependent not later than forty-four (44) days after the date on which the
employee or dependent loses coverage under this Plan due to the qualifying event.

In the event it is determined that an individual seeking continuation coverage (or extension of continuation
coverage) is not entitled to such coverage, the plan administrator (or its designee) will provide to such
individual an explanation as to why the individual is not entitled to continuation coverage. This notice is
referred to here as the "Non-Eligibility Notice." The Non-Eligibility Notice will be furnished in accordance
with the same time frame as applicable to the furnishing of the Election Notice.

In the event an Election Notice is furnished, the eligible employee or dependent has sixty (60) days to
decide whether to elect continued coverage. Each person who is described in the Election Notice and was
covered under the Plan on the day before the qualifying event has the right to elect continuation of
coverage on an individual basis, regardless of family enrollment. If the employee or dependent chooses to
have continuation coverage, he must advise the plan administrator (or its designee) of this choice by
returning to the plan administrator (or its designee) a properly completed Election Notice not later than the
last day of the sixty (60) day period. If the Election Notice is mailed to the plan administrator (or its
designee), it must be postmarked on or before the last day of the sixty (60) day period. This sixty (60) day
period begins on the later of the following:

a. The date coverage under the Plan would otherwise end; or
b. The date the person receives the Election Notice from the plan administrator (or its designee).

Within forty-five (45) days after the date the person notifies the plan administrator (or its designee) that he
has chosen to continue coverage, the person must make the initial payment. The initial payment will be the
amount needed to provide coverage from the date continued benefits begin, through the last day of the
month in which the initial payment is made. Thereafter, payments for the continuation coverage are to be
made monthly, and are due in advance, on the first day each month.

COST OF COVERAGE

1.

The Plan requires that covered persons pay the entire cost of their continuation coverage, plus a two
percent (2%) administrative fee. Except for the initial payment (see above), payments must be remitted to
the plan administrator (or its designee) by or before the first day of each month during the continuation
period. The payment must be remitted on a timely basis in order to maintain the coverage in force.

For a person originally covered as an employee or as a spouse, the cost of coverage is the amount
applicable to an employee if coverage is continued for himself alone. For a person originally covered as a
child and continuing coverage independent of the family unit, the cost of coverage is the amount applicable
to an employee.

WHEN CONTINUATION COVERAGE BEGINS

When continuation coverage is elected and the initial payment is made within the time period required, coverage is
reinstated back to the date of the loss of coverage, so that no break in coverage occurs. Coverage for dependents
acquired and properly enrolled during the continuation period begins in accordance with the enrollment provisions
of the Plan.
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FAMILY MEMBERS ACQUIRED DURING CONTINUATION

A spouse or dependent child newly acquired during continuation coverage is eligible to be enrolled as a dependent.
The standard enrollment provision of the Plan applies to enrollees during continuation coverage. A dependent
acquired and enrolled after the original qualifying event, other than a child born to or placed for adoption with a
covered employee during a period of COBRA continuation coverage, is not eligible for a separate continuation if a
subsequent event results in the person's loss of coverage.

EXTENSION OF CONTINUATION COVERAGE

1.

In the event any of the following events occur during the period of continuation coverage resulting from an
18-Month Qualifying Event, it is possible for a dependent's continuation coverage to be extended:

a. Death of the employee.
b. Divorce or legal separation from the employee.
c. The child's loss of dependent status.

Written notice of such event must be provided by submitting a completed Additional Extension Event
Notification form to the plan administrator (or its designee) within sixty (60) days of the latest of:

(i.) The date of that event;

(ii.) The date on which coverage under this Plan would be lost as a result of that event if the first
qualifying event had not occurred; or

(iii.) The date on which the employee or dependent is furnished with a copy of this Plan Document and
Summary Plan Description.

A copy of the Additional Extension Event Notification form is available from the plan administrator (or its
designee). In addition, the dependent may be required to promptly provide any supporting documentation
as may be reasonably required for purposes of verification. Failure to properly provide the Additional
Extension Event Notification and any requested supporting documentation will result in the person
forfeiting their rights to extend continuation coverage under this provision. In no event will any extension
of continuation coverage extend beyond thirty-six (36) months from the later of the date of the first
qualifying event or the date as of which continuation coverage began.

Only a person covered prior to the original qualifying event or a child born to or placed for adoption with a
covered employee during a period of COBRA coverage may be eligible to continue coverage through an
extension of continuation coverage as described above. Any other dependent acquired during continuation
coverage is not eligible to extend continuation coverage as described above.

A person who loses coverage on account of an 18-Month Qualifying Event may extend the maximum
period of continuation coverage from eighteen (18) months to up to twenty-nine (29) months in the event
both of the following occur:

a. That person (or another person who is entitled to continuation coverage on account of the same
18-Month Qualifying Event) is determined by the Social Security Administration, under Title Il or
Title XVI of the Social Security Act, to have been disabled before the sixtieth (60™) day of
continuation coverage; and

b. The disability status, as determined by the Social Security Administration, lasts at least until the
end of the initial eighteen (18) month period of continuation coverage.

The disabled person (or his representative) must submit written proof of the Social Security
Administration's disability determination to the plan administrator (or its designee) within the initial
eighteen (18) month period of continuation coverage and no later than sixty (60) days after the latest of:

(i) The date of the disability determination by the Social Security Administration;
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(ii.) The date of the 18-Month Qualifying Event;

(iii.) The date on which the person loses (or would lose) coverage under this Plan as a result of the 18-
Month Qualifying Event; or

(iv.) The date on which the person is furnished with a copy of this Plan Document and Summary Plan
Description.

Should the disabled person fail to notify the plan administrator (or its designee) in writing within the time
frame described above, the disabled person (and others entitled to disability extension on account of that
person) will then be entitled to whatever period of continuation he or they would otherwise be entitled to, if
any. The Plan may require that the individual pay one hundred and fifty percent (150%) of the cost of
continuation coverage during the additional eleven (11) months of continuation coverage. In the event the
Social Security Administration makes a final determination that the individual is no longer disabled, the
individual must provide notice of that final determination no later than thirty (30) days after the later of:

(A) The date of the final determination by the Social Security Administration; or
(B.) The date on which the individual is furnished with a copy of this Plan Document and Summary
Plan Description.

END OF CONTINUATION

Continuation of coverage under this provision will end on the earliest of the following dates:

1.

Eighteen (18) months (or twenty-nine (29) months if continuation coverage is extended due to certain
disability status as described above) from the date continuation began because of an 18-Month Qualifying
Event or the last day of leave under the Family and Medical Leave Act of 1993.

Twenty-four (24) months from the date continuation began because of the call-up to military duty.

Thirty-six (36) months from the date continuation began for dependents whose coverage ended because of
the death of the employee, divorce or legal separation from the employee, or the child's loss of dependent
status.

The end of the period for which contributions are paid if the covered person fails to make a payment by the
date specified by the plan administrator (or its designee). In the event continuation coverage is terminated
for this reason, the individual will receive a notice describing the reason for the termination of coverage,
the effective date of termination, and any rights the individual may have under this Plan or under
applicable law to elect an alternative group or individual coverage, such as a conversion right. This notice
is referred to below as an "Early Termination Notice."

The date coverage under this Plan ends and the employer offers no other group health benefit plan. In the
event continuation coverage is terminated for this reason, the individual will receive an Early Termination
Notice.

The date the covered person first becomes entitled, after the date of the covered person’s original election
of continuation coverage, to Medicare benefits under Title XV1II of the Social Security Act. In the event
continuation coverage is terminated for this reason, the individual will receive an Early Termination
Notice.

The date the covered person first becomes covered under any other employer’s group health plan after the
original date of the covered person's election of continuation coverage. In the event continuation coverage
is terminated for this reason, the individual will receive an Early Termination Notice.

For the spouse or dependent child of a covered employee who becomes entitled to Medicare prior to the
spouse’s or dependent’s election for continuation coverage, thirty-six (36) months from the date the
covered employee becomes entitled to Medicare.
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SPECIAL RULES REGARDING NOTICES

1. Any notice required in connection with continuation coverage under this Plan must, at minimum, contain
sufficient information so that the plan administrator (or its designee) is able to determine from such notice
the employee and dependent(s) (if any), the qualifying event or disability, and the date on which the
qualifying event occurred.

2. In connection with continuation coverage under this Plan, any notice required to be provided by any
individual who is either the employee or a dependent with respect to the qualifying event may be provided
by a representative acting on behalf of the employee or the dependent, and the provision of the notice by
one individual shall satisfy any responsibility to provide notice on behalf of all related eligible individuals
with respect to the qualifying event.

3. As to an Election Notice, Non-Eligibility Notice or Early Termination Notice:

a. A single notice addressed to both the employee and the spouse will be sufficient as to both
individuals if, on the basis of the most recent information available to the Plan, the spouse resides
at the same location as the employee; and

b. A single notice addressed to the employee or the spouse will be sufficient as to each dependent
child of the employee if, on the basis of the most recent information available to the Plan, the
dependent child resides at the same location as the individual to whom such notice is provided.

MILITARY MOBILIZATION

If an employee is called for active duty by the United States Armed Services (including the Coast Guard, the
National Guard or the Public Health Service), the employee and the employee’s dependent may continue their health
coverages, pursuant to the Uniformed Services Employment and Reemployment Rights Act (USERRA).

When the leave is less than thirty-one (31) days, the employee and employee's dependent may not be required to pay
more than the employee’s share, if any, applicable to that coverage. If the leave is thirty-one (31) days or longer,
then the plan administrator (or its designee) may require the employee and employee's dependent to pay no more
than one hundred and two percent (102%) of the full contribution.

The maximum length of the continuation coverage required under the Uniformed Services Employment and
Reemployment Rights Act (USERRA) is the lesser of:

1. Twenty-four (24) months beginning on the day that the leave commences, or

2. A period beginning on the day that the leave began and ending on the day after the employee fails to return
to employment within the time allowed.

The period of continuation coverage under USERRA will be counted toward any continuation coverage period
concurrently available under COBRA. Upon return from active duty, the employee and the employee's dependent
will be reinstated without a waiting period, regardless of their election of COBRA continuation coverage.

PLAN CONTACT INFORMATION

Questions concerning this Plan, including any available continuation coverage, can be directed to the plan
administrator (or its designee).

ADDRESS CHANGES

In order to help ensure the appropriate protection of rights and benefits under this Plan, covered persons should
keep the plan administrator (or its designee) informed of any changes to their current addresses.
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VISION CLAIM FILING PROCEDURE

All claims for Plan benefits are “post-service claims” and are subject to the rules described in Post-Service Claim
Procedure.

POST-SERVICE CLAIM PROCEDURE
FILING A CLAIM

1. Claims should be submitted to the claims processor at the address noted below:
CoreSource, Inc.
P. O. Box 2920
Clinton, IA 52733-2920

The date of receipt will be the date the claim is received by the claims processor.

2. All claims submitted for benefits must contain all of the following:
a. Name of patient
b. Patient’s date of birth.
c. Name of employee.
d. Address of employee.
e. Name of employer and group number.
f. Name, address and tax identification number of provider.
g. Employee Social Security Number or CoreSource Member Identification Number.
h. Date of service.
i Description of service and procedure number.
j. Charge for service.

Cash register receipts, credit card copies and cancelled checks are not acceptable.

3. All claims not submitted within twelve (12) months from the date the services were rendered will not be a
covered expense and will be denied.

The covered person may ask the health care provider to submit the claim directly to the claims processor, or the
covered person may submit the bill with a claim form. However, it is ultimately the covered person’s responsibility
to make sure the claim for benefits has been filed.

NOTICE OF AUTHORIZED REPRESENTATIVE

The covered person may provide the plan administrator (or its designee) with a written authorization for an
authorized representative to represent and act on behalf of a covered person and consent to the release of
information related to the covered person to the authorized representative with respect to a claim for benefits or an
appeal. Authorization forms may be obtained from the Human Resource Department.
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NOTICE OF CLAIM

A claim for benefits should be submitted to the claims processor within ninety (90) calendar days after the
occurrence or commencement of any services by the Plan, or as soon thereafter as reasonably possible.

Failure to file a claim within the time provided shall not invalidate or reduce a claim for benefits if: (1) it was not
reasonably possible to file a claim within that time; and (2) that such claim was furnished as soon as possible, but no
later than twelve (12) months after the loss occurs or commences, unless the claimant is legally incapacitated.

Notice given by or on behalf of a covered person or his beneficiary, if any, to the plan administrator (or its
designee) or to any authorized agent of the Plan, with information sufficient to identify the covered person, shall be
deemed notice of claim.

TIME FRAME FOR BENEFIT DETERMINATION

After a completed claim has been submitted to the claims processor, and no additional information is required, the
claims processor will generally complete its determination of the claim within thirty (30) calendar days of receipt of
the completed claim unless an extension is necessary due to circumstances beyond the Plan’s control.

After a completed claim has been submitted to the claims processor, and if additional information is needed for
determination of the claim, the claims processor will provide the covered person (or authorized representative) with
a notice detailing information needed. The notice will be provided within thirty (30) calendar days of receipt of the
completed claim and will state the date as of which the Plan expects to make a decision. The covered person will
have forty-five (45) calendar days to provide the information requested, and the Plan will complete its determination
of the claim within fifteen (15) calendar days of receipt by the claims processor of the requested information.
Failure to respond in a timely and complete manner will result in the denial of benefit payment.

NOTICE OF BENEFIT DENIAL

If the claim for benefits is denied, the plan administrator (or its designee) shall provide the covered person (or
authorized representative) with a written Notice of Benefit Denial within the time frames described immediately
above.

The Notice of Benefit Denial shall include an explanation of the denial, including:

1. The specific reasons for the denial.
2. Reference to the Plan provisions on which the denial is based.
3. A description of any additional material or information needed and an explanation of why such material or
information is necessary.
4. A description of the Plan’s claim review procedure and applicable time limits.
5. If an internal rule, guideline, protocol or other similar criterion was relied upon, the Notice of Benefit
Denial will contain either:
a. A copy of that criterion, or
b. A statement that such criterion was relied upon and will be supplied free of charge, upon request.
6. If denial was based on medical necessity or similar exclusion or limit, the plan administrator (or its
designee) will supply either:
a. An explanation of the scientific or clinical judgment, applying the terms of the Plan to the covered
person’s medical circumstances, or
b. A statement that such explanation will be supplied free of charge, upon request.
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APPEALING A DENIED CLAIM

The “named fiduciary” for purposes of an appeal of a Post-Service Claim, as described in U. S. Department of
Labor Regulations 2560.503-1 (issued November 21, 2000), is the claims processor.

A covered person, or the covered person’s authorized representative, may request a review of a denied claim by
making written request to the named fiduciary within one hundred eighty (180) calendar days from receipt of
notification of the denial and stating the reasons the covered person feels the claim should not have been denied.

The following describes the review process and rights of the covered person:

1. The covered person has the right to submit documents, information and comments.
2. The covered person has the right to access, free of charge, relevant information to the claim for benefits.
3. The review takes into account all information submitted by the covered person, even if it was not
considered in the initial benefit determination.
4, The review by the named fiduciary will not afford deference to the original denial.
5. The named fiduciary will not be:
a. The individual who originally denied the claim, nor
b. Subordinate to the individual who originally denied the claim.
6. If original denial was, in whole or in part, based on medical judgment:
a. The named fiduciary will consult with a professional provider who has appropriate training and
experience in the field involving the medical judgment; and
b. The professional provider utilized by the named fiduciary will be neither:
(i.) An individual who was consulted in connection with the original denial of the claim, nor

(ii.) A subordinate of any other professional provider who was consulted in connection with
the original denial.
7. If requested, the named fiduciary will identify the medical or vocational expert(s) who gave advice in
connection with the original denial, whether or not the advice was relied upon.

NOTICE OF BENEFIT DETERMINATION ON APPEAL

The plan administrator (or its designee) shall provide the covered person (or authorized representative) with a
written notice of the appeal decision within sixty (60) calendar days of receipt of a written request for the appeal.

If the appeal is denied, the Notice of Appeal Decision will contain an explanation of the Decision, including:

1. The specific reasons for the denial.
2. Reference to specific Plan provisions on which the denial is based.
3. A statement that the covered person has the right to access, free of charge, relevant information to the
claim for benefits.
4. If an internal rule, guideline, protocol or other similar criterion was relied upon, the Notice of Appeal
Decision will contain either:
a. A copy of that criterion, or
b. A statement that such criterion was relied upon and will be supplied free of charge, upon request.
5. If the denial was based on medical necessity or similar exclusion or limit, the plan administrator (or its
designee) will supply either:
a. An explanation of the scientific or clinical judgment, applying the terms of the Plan to the
claimant’s medical circumstances, or
b. A statement that such explanation will be supplied free of charge, upon request.
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COORDINATION OF BENEFITS

The Coordination of Benefits provision is intended to prevent duplication of benefits. It applies when the covered
person is also covered by any Other Plan(s). When more than one coverage exists, one plan normally pays its
benefits in full, referred to as the primary plan. The Other Plan(s), referred to as secondary plan, pays a reduced
benefit. Only the amount paid by this Plan will be charged against the maximum benefit.

The Coordination of Benefits provision applies whether or not a claim is filed under the Other Plan(s). If another
plan provides benefits in the form of services rather than cash, the reasonable value of the service rendered shall be
deemed the benefit paid.

DEFINITIONS APPLICABLE TO THIS PROVISION

"Allowable Expenses” means any reasonable, necessary, and customary expenses incurred while covered under this
Plan, part or all of which would be covered under this Plan. Allowable Expenses do not include expenses contained
in the "Exclusions" sections of this Plan.

When this Plan is secondary, "Allowable Expense™ will include any deductible or coinsurance amounts not paid by
the Other Plan(s).

This Plan is not eligible to be elected as primary coverage in lieu of automobile benefits. Payments from
automobile insurance will always be primary and this Plan shall be secondary only.

When this Plan is secondary, "Allowable Expense" shall not include any amount that is not payable under the
primary plan as a result of a contract between the primary plan and a provider of service in which such provider
agrees to accept a reduced payment and not to bill the covered person for the difference between the provider's
contracted amount and the provider's regular billed charge.

"Other Plan" means any plan, policy or coverage providing benefits or services for, or by reason of medical, dental
or vision care. Such Other Plan(s) do not include flexible spending accounts (FSA), health reimbursement accounts
(HRA), health savings accounts (HSA), or individual medical, dental or vision insurance policies. "Other Plan" also
does not include Tricare, Medicare, Medicaid or a state child health insurance program (CHIP). Such Other Plan(s)
may include, without limitation:

1. Group insurance or any other arrangement for coverage for covered persons in a group, whether on an
insured or uninsured basis, including, but not limited to, hospital indemnity benefits and hospital
reimbursement-type plans;

2. Hospital or medical service organization on a group basis, group practice, and other group prepayment
plans or on an individual basis having a provision similar in effect to this provision;

3. A licensed Health Maintenance Organization (HMO);

4, Any coverage for students which is sponsored by, or provided through, a school or other educational
institution;

5. Any coverage under a government program, excluding Medicaid and Tricare, and any coverage required or

provided by any statute;

6. Group automobile insurance;
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7. Individual automobile insurance coverage;
8. Individual automobile insurance coverage based upon the principles of "No-fault" coverage;

9. Any plan or policies funded in whole or in part by an employer, or deductions made by an employer from a
person’'s compensation or retirement benefits;

10. Labor/management trusteed, union welfare, employer organization, or employee benefit organization plans.
"This Plan" shall mean that portion of the employer's Plan which provides benefits that are subject to this provision.

"Claim Determination Period" means a calendar year or that portion of a calendar year during which the covered
person for whom a claim is made has been covered under this Plan.

EFFECT ON BENEFITS

This provision shall apply in determining the benefits for a covered person for each claim determination period for
the Allowable Expenses. If this Plan is secondary, the benefits paid under this Plan may be reduced so that the sum
of benefits paid by all plans does not exceed 100% of total Allowable Expenses.

If the rules set forth below would require this Plan to determine its benefits before such Other Plan, then the benefits
of such Other Plan will be ignored for the purposes of determining the benefits under this Plan.

ORDER OF BENEFIT DETERMINATION

Each plan will make its claim payment according to the first applicable provision in the following list of provisions
which determine the order of benefit payment:

1. No Coordination of Benefits Provision
If the Other Plan contains no provisions for coordination of benefits, then its benefits shall be paid before
all Other Plan(s).

2. Member/Dependent
The plan which covers the claimant directly pays before a plan that covers the claimant as a dependent.

3. Dependent Children of Parents not Separated or Divorced
The plan covering the parent whose birthday (month and day) occurs earlier in the year pays first. The plan
covering the parent whose birthday falls later in the year pays second. If both parents have the same
birthday, the plan that covered a parent longer pays first. A parent's year of birth is not relevant in applying
this rule.

4, Dependent Children of Separated or Divorced Parents
When parents are separated or divorced, the birthday rule does not apply, instead:

a. If a court decree has given one parent financial responsibility for the child's health care, the plan of
that parent pays first. The plan of the stepparent married to that parent, if any, pays second. The
plan of the other natural parent pays third. The plan of the spouse of the other natural parent, if
any, pays fourth.

b. In the absence of such a court decree, the plan of the parent with custody pays first. The plan of
the stepparent married to the parent with custody, if any, pays second. The plan of the parent
without custody pays third. The plan of the spouse of the parent without custody, if any, pays
fourth.
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5. Active/lnactive
The plan covering a person as an active (not laid off or retired) employee or as that person's dependent pays
first. The plan covering that person as a laid off or retired employee, or as that person's dependent pays
second.

6. Longer/Shorter Length of Coverage

If none of the above rules determine the order of benefits, the plan covering a person longer pays first. The
plan covering that person for a shorter time pays second.

LIMITATIONS ON PAYMENTS

In no event shall the covered person recover under this Plan and all Other Plan(s) combined more than the total
Allowable Expenses offered by this Plan and the Other Plan(s). Nothing contained in this section shall entitle the
covered person to benefits in excess of the total maximum benefits of this Plan during the claim determination
period. The covered person shall refund to the employer any excess it may have paid.

RIGHT TO RECEIVE AND RELEASE NECESSARY INFORMATION

For the purposes of determining the applicability of and implementing the terms of this Coordination of Benefits
provision, the Plan may, without the consent of or notice to any person, release to or obtain from any insurance
company or any other organization any information, regarding other insurance, with respect to any covered person.
Any person claiming benefits under this Plan shall furnish to the employer such information as may be necessary to
implement the Coordination of Benefits provision.

FACILITY OF BENEFIT PAYMENT

Whenever payments which should have been made under this Plan in accordance with this provision have been
made under any Other Plan, the employer shall have the right, exercisable alone and in its sole discretion, to pay
over to any organization making such other payments any amounts it shall determine to be warranted in order to
satisfy the intent of this provision. Amounts so paid shall be deemed to be benefits paid under this Plan and, to the
extent of such payments, the employer shall be fully discharged from liability.

AUTOMOBILE INSURANCE

Benefits payable under this Plan will be coordinated with benefits provided or required by any no-fault automobile
insurance statute, whether or not a no-fault policy is in effect, and/or any applicable automobile insurance.
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SUBROGATION/REIMBURSEMENT

The Plan is designed to only pay covered expenses for which payment is not available from anyone else, including
any insurance company or another health plan. In order to help a covered person in a time of need, however, the
Plan may pay covered expenses that may be or become the responsibility of another person, provided that the Plan
later receives reimbursement for those payments (hereinafter called “Reimbursable Payments”).

Therefore, by enrolling in the Plan, as well as by applying for payment of covered expenses, a covered person is
subject to, and agrees to, the following terms and conditions with respect to the amount of covered expenses paid by
the Plan:

1.

Assignment of Rights (Subrogation). The covered person automatically assigns to the Plan any rights the
covered person may have to recover all or part of the same covered expenses from any party, including an
insurer or another group health program (except flexible spending accounts, health reimbursement accounts
and health savings accounts), but limited to the amount of Reimbursable Payments made by the Plan. This
assignment includes, without limitation, the assignment of a right to any funds paid by a third party to a
covered person or paid to another for the benefit of the covered person. This assignment applies on a first-
dollar basis (i.e., has priority over other rights), applies whether the funds paid to (or for the benefit of) the
covered person constitute a full or a partial recovery, and even applies to funds actually or allegedly paid
for non-medical or dental charges, attorney fees, or other costs and expenses. This assignment also allows
the Plan to pursue any claim that the covered person may have, whether or not the covered person chooses
to pursue that claim. By this assignment, the Plan’s right to recover from insurers includes, without
limitation, such recovery rights against no-fault auto insurance carriers in a situation where no third party
may be liable, and from any uninsured or underinsured motorist coverage.

Equitable Lien and other Equitable Remedies. The Plan shall have an equitable lien against any rights the
covered person may have to recover the same covered expenses from any party, including an insurer or
another group health program, but limited to the amount of Reimbursable Payments made by the Plan. The
equitable lien also attaches to any right to payment from workers’ compensation, whether by judgment or
settlement, where the Plan has paid covered expenses prior to a determination that the covered expenses
arose out of and in the course of employment. Payment by workers’ compensation insurers or the
employer will be deemed to mean that such a determination has been made.

This equitable lien shall also attach to any money or property that is obtained by anybody (including, but not
limited to, the covered person, the covered person’s attorney, and/or a trust) as a result of an exercise of the
covered person’s rights of recovery (sometimes referred to as “proceeds”). The Plan shall also be entitled to
seek any other equitable remedy against any party possessing or controlling such proceeds. At the discretion
of the plan administrator, the Plan may reduce any future covered expenses otherwise available to the
covered person under the Plan by an amount up to the total amount of Reimbursable Payments made by the
Plan that is subject to the equitable lien.

This and any other provisions of the Plan concerning equitable liens and other equitable remedies are
intended to meet the standards for enforcement under ERISA that were enunciated in the United States
Supreme Court’s decision entitled, Great-West Life & Annuity Insurance Co. v. Knudson, 534 US 204
(2002). The provisions of the Plan concerning subrogation, equitable liens and other equitable remedies
are also intended to supercede the applicability of the federal common law doctrines commonly referred to
as the “make whole” rule and the “common fund” rule.

Assisting in Plan’s Reimbursement Activities. The covered person has an obligation to assist the Plan to
obtain reimbursement of the Reimbursable Payments that it has made on behalf of the covered person, and
to provide the Plan with any information concerning the covered person’s other insurance coverage
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(whether through automobile insurance, other group health program, or otherwise) and any other person or
entity (including their insurer(s)) that may be obligated to provide payments or benefits to or for the benefit
of the covered person. The covered person is required to (a) cooperate fully in the Plan’s (or any Plan
fiduciary’s) enforcement of the terms of the Plan, including the exercise of the Plan’s right to subrogation
and reimbursement, whether against the covered person or any third party, (b) not do anything to prejudice
those enforcement efforts or rights (such as settling a claim against another party without including the
Plan as a co-payee for the amount of the Reimbursable Payments and notifying the Plan), (c) sign any
document deemed by the plan administrator to be relevant to protecting the Plan’s subrogation,
reimbursement or other rights, and (d) provide relevant information when requested. The term
“information” includes any documents, insurance policies, police reports, or any reasonable request by the
plan administrator or claims processor to enforce the Plan’s rights.

The plan administrator has delegated to the claims processor the right to perform ministerial functions required to

assert the Plan's rights; however, the plan administrator shall retain discretionary authority with regard to asserting the
Plan's recovery rights.
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OTHER IMPORTANT PLAN PROVISIONS
ADMINISTRATION OF THE PLAN

The Plan is administered through the Human Resources Department of the employer. The employer is the plan
administrator. The plan administrator shall have full charge of the operation and management of the Plan. The
employer has retained the services of an independent claims processor experienced in claims review.

The employer is the named fiduciary of the Plan except as noted herein. The claims processor is the named
fiduciary of the Plan for post-service claim appeals. As the named fiduciary for appeals, the claims processor
maintains discretionary authority to review all denied claims under appeal for benefits under the Plan. The
employer maintains discretionary authority to interpret the terms of the Plan, including but not limited to,
determination of eligibility for and entitlement to Plan benefits in accordance with the terms of the Plan; any
interpretation or determination made pursuant to such discretionary authority shall be given full force and effect,
unless it can be shown that the interpretation or determination was arbitrary and capricious.

APPLICABLE LAW

Except to the extent preempted by +federal law, all provisions of the Plan shall be construed and administered in a
manner consistent with the requirements under the laws of the State of Pennsylvania.

ASSIGNMENT

The Plan will pay benefits under this Plan to the employee unless payment has been assigned to a physician, or
other provider of service furnishing the services for which benefits are provided herein. No assignment of benefits
shall be binding on the Plan unless the claims processor is notified in writing of such assignment prior to payment
hereunder.

This Plan will pay benefits to the responsible party of an alternate recipient as designated in a Qualified Medical
Child Support Order (QMCSO) or National Medical Support Notice (NMSN).

BENEFITS NOT TRANSFERABLE

Except as otherwise stated herein, no person other than an eligible covered person is entitled to receive benefits
under this Plan. Such right to benefits is not transferable.

CLERICAL ERROR

No clerical error on the part of the employer or claims processor shall operate to defeat any of the rights, privileges,
services, or benefits of any employee or any dependent(s) hereunder, nor create or continue coverage which would
not otherwise validly become effective or continue in force hereunder. An equitable adjustment of contributions
and/or benefits will be made when the error or delay is discovered. However, if more than six (6) months has
elapsed prior to discovery of any error, any adjustment of contributions shall be waived. No party shall be liable for
the failure of any other party to perform.

CONFORMITY WITH STATUTE(S)

Any provision of the Plan which is in conflict with statutes which are applicable to this Plan is hereby amended to
conform to the minimum requirements of said statute(s).
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EFFECTIVE DATE OF THE PLAN

The effective date of this Plan is January 1, 2013.

FRAUD OR INTENTIONAL MISREPRESENTATION

If the covered person or anyone acting on behalf of a covered person makes a false statement on the application for
enrollment, or withholds information with intent to deceive or affect the acceptance of the enrollment application or
the risks assumed by the Plan, or otherwise misleads the Plan, the Plan shall be entitled to recover its damages,
including legal fees, from the covered person, or from any other person responsible for misleading the Plan, and
from the person for whom the benefits were provided. Any fraud or intentional misrepresentation of a material fact
on the part of the covered person or an individual seeking coverage on behalf of the individual in making
application for coverage, or any application for reclassification thereof, or for service thereunder is prohibited and
shall render the coverage under the Plan null and void.

FREE CHOICE OF PHYSICIAN

Nothing contained in this Plan shall in any way or manner restrict or interfere with the right of any person entitled to
benefits hereunder to make a free choice of the attending physician or professional provider.

INCAPACITY

If, in the opinion of the employer, a covered person for whom a claim has been made is incapable of furnishing a valid
receipt of payment due him and in the absence of written evidence to the Plan of the qualification of a guardian or
personal representative for his estate, the employer may on behalf of the Plan, at his discretion, make any and all such
payments to the provider of services or other person providing for the care and support of such person. Any payment
so made will constitute a complete discharge of the Plan’s obligation to the extent of such payment.

INCONTESTABILITY

All statements made by the employer or by the employee covered under this Plan shall be deemed representations
and not warranties. Such statements shall not void or reduce the benefits under this Plan or be used in defense to a
claim unless they are contained in writing and signed by the employer or by the covered person, as the case may be.
A statement made shall not be used in any legal contest unless a copy of the instrument containing the statement is
or has been furnished to the other party to such a contest.

LEGAL ACTIONS

No action at law or in equity shall be brought to recover on the benefits from the Plan prior to the expiration of sixty
(60) days after all information on a claim for benefits has been filed and the appeal process has been completed in
accordance with the requirements of the Plan. No such action shall be brought after the expiration of two (2) years
from the date the expense was incurred, or one (1) year from the date a completed claim was filed, whichever
occurs first.

LIMITS ON LIABILITY

Liability hereunder is limited to the services and benefits specified, and the employer shall not be liable for any
obligation of the covered person incurred in excess thereof. The employer shall not be liable for the negligence,
wrongful act, or omission of any physician, professional provider or their employees, or any other person. The
liability of the Plan shall be limited to the reasonable cost of covered expenses and shall not include any liability for
suffering or general damages.
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LOST DISTRIBUTEES

Any benefit payable hereunder shall be deemed forfeited if the plan administrator is unable to locate the covered
person to whom payment is due, provided, however, that such benefits shall be reinstated if a claim is made by the
covered person for the forfeited benefits within the time prescribed in Vision Claim Filing Procedure.

MEDICAID ELIGIBILITY AND ASSIGNMENT OF RIGHTS

The Plan will not take into account whether an individual is eligible for, or is currently receiving, medical assistance
under a state plan for medical assistance as provided under Title XIX of the Social Security Act ("State Medicaid
Plan") either in enrolling that individual as a covered person or in determining or making any payment of benefits to
that individual. The Plan will pay benefits with respect to such individual in accordance with any assignment of
rights made by or on behalf of such individual as required under a state Medicaid plan pursuant to § 1912(a)(1)(A)
of the Social Security Act. To the extent payment has been made to such individual under a state Medicaid Plan and
this Plan has a legal liability to make payments for the same services, supplies or treatment, payment under the Plan
will be made in accordance with any state law which provides that the state has acquired the rights with respect to
such individual to payment for such services, supplies or treatment under the Plan.

PLAN IS NOT A CONTRACT

The Plan shall not be deemed to constitute a contract between the employer and any employee or to be a
consideration for, or an inducement or condition of, the employment of any employee. Nothing in the Plan shall be
deemed to give any employee the right to be retained in the service of the employer or to interfere with the right of
the employer to terminate the employment of any employee at any time.

PLAN MODIFICATION AND AMENDMENT

The employer may modify or amend the Plan in accordance with the provision of the collective bargaining
agreement, and such amendments or modifications which affect covered persons will be communicated to the
covered persons. Any such amendments shall be in writing, setting forth the modified provisions of the Plan, the
effective date of the modifications, and shall be signed by the employer's designee.

Such modification or amendment shall be duly incorporated in writing into the master copy of the Plan on file with
the employer, or a written copy thereof shall be deposited with such master copy of the Plan. Appropriate filing and

reporting of any such modification or amendment with governmental authorities and to covered persons shall be
timely made by the employer.

PLAN TERMINATION

The employer reserves the right to terminate the Plan at any time. Upon termination, the rights of the covered
persons to benefits are limited to claims incurred up to the date of termination. Any termination of the Plan will be
communicated to the covered persons.

PRONOUNS

All personal pronouns used in this Plan shall include either gender unless the context clearly indicates to the
contrary.
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RECOVERY FOR OVERPAYMENT

Whenever payments have been made from the Plan in excess of the maximum amount of payment necessary, the
Plan will have the right to recover these excess payments. If the Plan makes any payment that, according to the
terms of the Plan, should not have been made, the Plan may recover that incorrect payment, whether or not it was
made due to the Plan's or the Plan's designee's own error, from the person or entity to whom it was made or from
any other appropriate party.

STATUS CHANGE
If an employee or dependent has a status change while covered under this Plan (i.e., dependent to employee,

COBRA to active) and no interruption in coverage has occurred, the Plan will provide continuous coverage with
respect to any deductible(s), coinsurance and maximum benefit.

TIME EFFECTIVE

The effective time with respect to any dates used in the Plan shall be 12:01 a.m. as may be legally in effect at the
address of the plan administrator.

WORKERS’ COMPENSATION NOT AFFECTED

This Plan is not in lieu of, and does not affect any requirement for, coverage by Workers' Compensation Insurance.
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DEFINITIONS

Certain words and terms used herein shall be defined as follows and are shown in bold and italics throughout the
document:

Alternate Recipient

Any child of an employee or their spouse who is recognized in a Qualified Medical Child Support Order (QMCSO)
or National Medical Support Notice (NMSN) which has been issued by any court judgment, decree, or order as
being entitled to enrollment for coverage under this Plan.

Benefit Year

The twelve (12) month period beginning on January 1 and ending December 31. All annual maximums accumulate
during the benefit year.

Class 1
All active, full-time and part-time members of the Professional Bargaining Unit.
Class 11

All active, full-time administrators and supervisors, and retired administrators and supervisors under age seventy
(70).

Class 111

All active, full-time secretary/clerks who are members of the Secretarial Bargaining Unit.

Class IV

All active, full-time employees who are members of the Custodial Maintenance Collective Bargaining Unit.
Class V

All active, full-time employees who are designated as non-bargaining personnel except administrators, supervisors
and superintendents.

Class VI

All active, full-time superintendents and retired superintendents under age seventy (70).
Claims Processor

Refer to the Summary Plan Description (SPD) section of this document.

Close Relative

The employee's spouse, children, brothers, sisters, or parents; or the children, brothers, sisters or parents of the
employee's spouse.
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Covered Person

A person who is eligible for coverage under this Plan, or becomes eligible at a later date, and for whom the
coverage provided by this Plan is in effect.

Dependent

For information regarding eligibility for dependents, refer to Eligibility, Enrollment and Effective Date,
Dependent(s) Eligibility.

Effective Date
The date of this Plan or the date on which the covered person's coverage commences, whichever occurs later.
Employee

A person directly involved in the regular business of and compensated for services, as reported on the individual's
annual W-2 form, by the employer.

Employer
The employer is West Chester Area School District.
Experimental/Investigational

Expenses for treatments, procedures, devices or drugs which the plan administrator determines, in the exercise of
its discretion, are experimental, investigational or done primarily for research.

IlIness

A bodily disorder, disease or physical sickness of a covered person.

Incurred or Incurred Date

With respect to a covered expense, the date the services, supplies or treatment are provided.

Injury

A physical harm or disability which is the result of a specific incident caused by external means. The physical harm
or disability must have occurred at an identifiable time and place. Injury does not include illness or infection of a
cut or wound.

Medicare

The programs established by Title XVI1I known as the Health Insurance for the Aged Act, which includes: Part A,
Hospital Benefits For The Aged; Part B, Supplementary Medical Insurance Benefits For The Aged; Part C,
Miscellaneous provisions regarding both programs; and Part D, Medicare Prescription Drug Benefit, including any
subsequent changes or additions to those programs.

Named Fiduciary for Post-Service Claim Appeals

CoreSource.
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Physician

A Doctor of Medicine (M.D.) or a Doctor of Osteopathy (D.O.), other than a close relative of the covered person
who is practicing within the scope of his license.

Placed For Adoption

The date the employee assumes legal obligation for the total or partial financial support of a child during the
adoption process.

Plan

"Plan" refers to the benefits and provisions for payment of same as described herein. The Plan is the West Chester
Area School District Vision Plan.

Plan Administrator

The plan administrator is responsible for the day-to-day functions and management of the Plan. The plan
administrator is the employer.

Plan Sponsor

The plan sponsor is West Chester Area School District.
Plan Year End

The plan year end is December 31.

Professional Provider

A person or other entity licensed where required and performing services within the scope of such license. The
covered professional providers include, but are not limited to:

Dispensing Optician
Optician
Optometrist
Physician

Physician's Assistant
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